Surgical repair in older patients with acute type A aortic dissection (ATAAD) evokes a higher peri-and postoperative mortality, it therefore remains controversial in nonagenarians. The authors present a case of a surgically managed ATAAD in a nonagenerian, a 94-year-old man presented with an uncomplicated ATAAD, necessitating emergency surgical repair. The subsequent postoperative course was uneventful, and the patient was discharged after uncomplicated recovery. Aggressive surgical approach should be feasable in select nonagenarian patients with ATAAD, depending on the clinical presention and prior patient history.
INTRODUCTION
Acute type A aortic dissection (ATAAD) carries a very poor prognosis and high mortality rate without prompt surgical intervention [Neri 2001; Kazui 2002; Siegal 2006] . Older age has been indicated as a risk factor for perioperative mortality [Kazui 2002 ]. Little has been published on whether the risk of surgical intervention is too high in patients 90 years and older with ATAAD to justify the procedure. The International Registry of Acute Aortic Dissections (IRAD) reported an in-hospital mortality rate of 50% in patients 85 years and older who underwent surgical intervention versus 62.5% for those treated medically [Mehta 2002; Tsai 2006] . This indicates an aggressive surgical approach is not unreasonable with select elderly patients with ATAAD. Surgeons will encounter this issue more frequently, due to an aging population and increasing human lifespan. The decision to operate should be based on evidence and postoperative quality of life and not on age alone. In this case report, we present our experience of the surgical management and outcome of an acute type A aortic dissection in a 94-year-old man.
CASE PRESENTATION
A 94-year-old man with an unremarkable medical history was admitted to our institution with acute onset chest pain radiating between the scapula and one syncopal episode. CT angiography (Figures 1 and 2 ) revealed an ascending aortic dissection starting from level of sinus of Valsalva to the brachiocephalic artery and a large pericardial effusion highly suggestive of hemopericardium. After right subclavian artery cannulation, a median sternotomy was performed. Incision of the pericardium relieved 1000 ml of blood. The venous cannula was inserted in the right atrium. Cooling of the heart for myocardial protection was achieved at 12°C to 15°C. The ascending aorta was cross-clamped. Moderate hypothermic (30°C) circulatory arrest and bilateral antegrade selective cerebral perfusion allowed aortic arch inspection and replacement. The dissected ascending aorta was resected and repaired with a supracoronary termino-terminal anastomosis between the aorta and a 28-mm Dacron prosthesis. Reentry in the arch area necessitated partial aortic arch resection. The aortic arch was replaced by the same 28-mm Dacron prosthesis with open anastomosis. Finally, de-airing maneuvers, reperfusion of the coronary blood flow, release of the brachiocephalic trunk, and decannulation was performed. The patient recovered well, without significant ischemic or neurologic complications, and was discharged on postoperative day 17.
DISCUSSION
Due to the limited number of patients with ATAAD in the nonagenarian population, the scientific literature on the surgical repair of the disease has been scarce. Surgical therapy in this age group still is a matter of debate.
In this case report, the patient had an uncomplicated case of ATAAD, and therefore facilitated surgical intervention. Clinical presentation has been viewed as the main predictor of in-hospital mortality [Santini 2007] . A recent study in the octagenarian population presenting with acute type A aortic dissection reported that patients admitted with stroke, paraplegia, coma, visceral ischemia, and cardiopulmonary resuscitation were associated with an extremely high in-hospital death rate, and therefore considered to be exclusion criteria for surgical intervention [Piccardo 2013] .
In this patient, quality of life after surgery remained satisfactory, and the patient was able to pick up his daily activities after discharge from the hospital. In articles within the octagenarian age group, quality of life was reported to be satisfactory for those patients who survived surgical repair [ Kazui 2002; Piccardo 2013] .
In some studies, the extent of the aortic replacement was associated with increased in-hospital mortality. We think that because of the relative short life expectancy in nonagenarians, arch replacement should only be performed when arch rupture is estimated to be unavoidable due to an intimal lesion.
We believe the foremost argument in the decision making in very elderly patients needs to be the ability of the intervention to prevent the fatal outcome associated with ATAAD. Put differently, surgical treatment should not be denied on the sole basis of age; it should only be performed on the grounds that survival will be disastrous without it.
CONCLUSION
This case report indicates that an aggressive surgical approach is feasible in select nonagenarian patients with ATAAD without adverse effects. However, given the limited amount of data available with patients 90 years and older, caution should be exercised with proposing surgical repair. Surgical intervention should depend on the clinical signs and symptoms. Age should not be used as a sole criterium to exclude patients from undergoing repair of acute type A aortic dissection.
